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ABSTRACT
Addressing the mental health needs of veterans is a national priority, especially with respect to
rural veterans. There is a compendium of literature that exists in regard to medical providers
becoming culturally competent in treating veteran populations. Similarly, much literature also
exists on the use of telemedicine, or more specifically, telepsychiatry in healthcare. However,
there is a dearth of literature that examines the relationship between providers practicing
telepsychiatry and their competency to treat veteran populations, specifically veterans in rural
settings. Rural veterans are especially vulnerable to mental health difficulties due to the unique
disadvantages they experience in comparison to their urban counterparts. This project aimed to
evaluate how an educational curriculum could increase the cultural competency of mental health
clinicians towards veteran populations practicing via telepsychiatry in a non-VA organization.
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Glossary of Terms
Term
Civilian
Cultural competence

Definition
Relating to an individual or organization not affiliated with
the military or armed forces.
A process in which one seeks to achieve the ability and
capacity to work effectively within the cultural context of a
family, individual, or community.

Home-based telepsychiatry

Telepsychiatry services that occur between a client who is
at home or other personal environment and a clinician who
is at a remote location distance.

Non-VA

Any healthcare organization not affiliated with the Veterans
Affairs.
Telepsychiatry services that involve a patient coming into
an office and a clinician who is at a remote location This
service is also known as clinical video telehealth (CVT) in
the Veterans Administration.
Post-Traumatic Stress Disorder.

Office-based telepsychiatry

PTSD
Rural

Any area whereas less than 30% of the population lives in
an urbanized area, according to the USDA Rural-Urban
Commuting Areas (RUCA) system.

Store-and-forward telehealth

The asynchronous process of collecting clinical information
(e.g., data, image, sound, video) and forwarding this
information to another site to assist in clinical evaluation.
The process of delivering healthcare services from a
distance utilizing technology.
The use of telemedicine through live videoconferencing to
provide psychiatric services. Synonymous with “telemental
health.”

Telemedicine
Telepsychiatry

VA

Refers to the U.S. Department of Veterans Affairs.

Veteran

An individual who is no longer serving in an active status in
the U.S. Armed Forces.

xi
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Chapter I: Introduction and Background
Introduction
In 2018, the Office of Rural Health (ORH) identified that over 22 million military
veterans live in the United States. Over 44% of military new recruits hail from rural regions
(Greville, 2014). When examining the military population from a geographical standpoint, rural
veterans are overrepresented in the armed forces. To this point, 4.7 million veterans hail from
rural regions. These veterans are likely to return home to these areas after service to be closer to
family, have greater privacy, and to avoid the crowding of urban areas (McCarthy et al., 2012;
ORH, 2018).
Despite the potential benefits of returning home, rural veterans face several challenges
when attempting to receive health services in rural areas. According to the Department of
Veterans Affairs (VA) Office of Rural Health, 2.8 million rural veterans receive care through the
VA hospital system (U.S. Department of Veterans Affairs, 2018). However, over 40% of rural
veterans are left to seek care elsewhere, particularly at non-VA settings. Researchers have found
that rural veterans face issues such as geographical barriers, transportation access, confusion
about eligibility for services, and stigma associated with mental illness (Fischer et al., 2016;
Fortney et al., 2015; Nayar et al., 2012; Trivedi et al., 2011). Rural veterans are more likely than
their urban counterparts to be depressed, anxious, suffer from substance use disorders, and suffer
more severe PTSD symptoms (ORH, 2018). Furthermore, rural veterans have worse healthrelated quality of life when compared to their urban counterparts (Weeks et al., 2004). These
disparities may be addressed by strategies such as increasing the access points for primary care
facilities and outpatient clinics for rural veterans (Weeks et al., 2004).
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Problem Statement
Rural veterans face significant barriers to accessing mental health treatment, including
lack of medical facilities and resources, provider shortages, as well as transportation difficulties
(ORH, 2018). With over 40% of rural veterans not receiving treatment in VA facilities, there is a
considerable need for resources to target veterans not engaged in the VA system. Without
intervention, lowered quality of life, homelessness, suicides, and an increase in annual spending
for veteran mental health will increase (RAND Corporation, 2013). The VA is a pioneer of
veteran telepsychiatry services and has successfully implemented home-based and office-based
mental healthcare for its beneficiaries (Caver et al., 2020). Interventions are necessary to increase
provider cultural competence for veteran care in non-VA health organizations since many
veterans in rural settings access services there. Increasing veteran cultural competence with nonVA providers while increasing awareness of unique circumstances that plague rural veterans can
help to increase positive mental health outcomes in this population.
Significance of Addressing the Problem
Rural cultural values impart a sense of independence, strong work ethic, and selfreliance, all of which may impede treatment-seeking behaviors, making rural veterans less likely
to seek mental health treatment (McCarthy et al., 2012). Veterans have disclosed additional
barriers to seeking treatment such as long wait times, fear of being perceived as weak, stigma
associated with mental health, and shame over needing to seek treatment (McCarthy et al., 2012).
Distance to treatment centers and lack of resources in rural regions further compound the task of
addressing mental health needs in this population. In addition, limited provider understanding of
military culture and service-related physical and mental health difficulties serve as additional
barriers to care for rural veterans. Therefore, greater awareness and educational endeavors are
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needed for non-VA clinicians that may be unknowingly treating veterans to help improve their
understanding of military injuries and illnesses.
The VA has been engaged in state-of-the art treatments to care for veterans, including the
use of telemedicine since 2003 (U.S. Department of Veterans Affairs, Office of Public Affairs,
2016). Unfortunately, widespread implementation of the VA’s mental health treatment
approaches has not occurred in non-VA settings, leaving veterans not enrolled in the VA at a
significant disadvantage. For matters regarding mental health, hospitalizations have been reduced
by more than 40% by using telemedicine, and $6,500 has been saved per patient annually at the
VA (Russo et al., 2016). However, these treatment approaches are just recently beginning to
become more widespread within the civilian community, especially with regards to
telepsychiatry. Implementing increased cultural competency measures for mental health
providers that are treating rural veterans in the community may be considered as a step towards
increasing veteran satisfaction and quality of care and lead to better patient outcomes.
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Chapter II: Review of Literature
Search Strategy
A comprehensive review was completed using the matrix method (Goldman & Schmalz,
2004; Klopper et al., 2007). Multiple databases were utilized for this literature review, including
OVIDMedline, PubMed, PsycINFO, PsycEXTRA, CINAHL, and the PAIS index. Searches
included the following keywords and their alternative terms: cultural competence (culture,
competency, ethos, values); education (knowledge, education); military veteran (veteran,
servicemember);telemedicine (telemental health, telehealth, telepsychiatry); mental health
(behavioral health, psychiatric); and rural (non-urban, community health). Treatment settings
were further delineated between office-based and home-based (in-home) care. Another
secondary search was completed to further compare studies completed in civilian or non-VA
settings versus those in VA facilities. Keywords used for these searches were civilian (non-VA,
community) and Veterans Affairs (VA, VHA). The United States Census Bureau’s American
Fact Finder was also accessed for population specific data searches. Gray literature resources
were utilized to include federal organizations such as the U.S. Department of Veterans Affairs
and professional organizations such as the American Psychiatric Nurses Association and the
American Psychiatric Association. These searches were conducted during the months of October
through November 2018 and May 2019. To qualify for the review, sources were required to be
written in the English language and must have been identified as peer reviewed. After primary
and secondary searches, a total of 301 articles were identified as potentially related to
telemedicine use in rural U.S. mental health. Eighty-four of the studies were selected for
inclusion for further study and synthesis. An overwhelming majority of the articles featured
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studies conducted by the VA in terms of telemedicine treatment successes. Overall, much of the
literature was on office-based telemedicine, rather than on home-based telemedicine.
Review of Literature
Veteran Culture
Culture can be defined as the common language, social norms, and ideas of a distinct
group of individuals that are shaped by their experiences and environment (Redmond et al.,
2015). Veterans are a distinct population in the United States with unique health physical and
mental health needs. Furthermore, veterans have a culture that distinguish them from civilians
(Strom et al., 2012). This culture includes shared values stem from service to one’s country,
shared training experiences, and a shared mission, namely preparation for war and/or national
defense. Within the larger culture of veterans is the subculture of rural veterans. Rural veteran
subculture often operates in isolation to the larger veteran culture and warrants special attention
regarding the physical and mental health needs of its population.
Military culture is better understood as an amalgamation of related subcultures, varying
by gender, specific occupation, branch of service, combat experiences, and duty status.
Immersion in military culture can be such a deep-rooted experience that veterans will identify
with it more than any other cultural influence even decades after leaving active-duty service
(Meyer et al., 2016). Although likely evident to VA mental health practitioners, the
identification of veteran or military culture may be a novel idea to providers in non-VA settings.
Additionally, clinicians may fail to recognize the importance of mental health care in the
community for veterans because most medical training programs do not include military or
veteran competence in their curricula (Association of American Medical Colleges, 2012).
Practitioners must explore culturally-based constructs of the warrior mentality with respect to
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caring for veterans, as it should be considered unethical for a culturally incompetent individual
to provide care for culturally diverse patients (Atuel, 2018; Meyer et al., 2016).
Unique Needs of Rural Veterans
Compared with their urban peers, rural veterans face several health access disparities.
The lack of public transportation systems and distance to care facilities are significant barriers
for rural-dwelling veterans. Rural veterans must travel an average distance of 63 miles to reach
the closest medical facility (Greville, 2014). Moreover, distance from treatment facilities is the
strongest predictor of poor retention in treatment for mental illness and substance use disorders
(Greville, 2014). In contrast to urban-dwelling veterans, rural-dwelling veterans may face
additional barriers such as of poverty, homelessness, unemployment, and lower education
attainment (ORH, 2018). Rural veterans also have unique health needs inherent to their military
service and experiences such as increased likelihood of mental and physical health disabilities.
Furthermore, those with commonly occurring psychiatric disorders overall have a lower quality
of life compared to their peers in urban areas (ORH, 2018).
Rural veterans may be especially disproportionally impacted by the coronavirus 19
disease (COVID-19 )pandemic (Moy et al., 2020). Reliance on primary health care providers in
these areas, which are likely strained, may contribute to further decreased mental healthcare
availability. Coupled with existing mental health stigma and reduced help-seeking behaviors,
these situations increase the likelihood of increased mental health symptomatology in these
areas. Furthermore, anxiety about the pandemic, fear of infection, and prolonged social/physical
distancing can lead to isolation and higher likelihood greater rates of mental health symptoms
(Hoffman et al., 2020).
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Suicidality in Rural Veterans
Rural veterans possess a 20% higher risk of death by suicide than their urban peers
(McCarthy et al., 2012). This higher risk of suicide has been associated with geographical and
interpersonal isolation, rural culture, and economic distress (McCarthy et al., 2012). Access to
care and travel barriers are also major factors that contribute to increased suicides among rural
veterans. These situations warrant an urgent need for care options that can transcend these
barriers. Suicide rates in rural regions have been steadily higher than those in urban areas over
the past two decades; as rurality increases, so do suicide rates (U.S. Department of Veterans
Affairs, Office of Public Affairs, 2016). An astounding average of 20 veterans die by suicide
each day; six of these 20 are recent users of the VA health system (U.S. Department of Veterans
Affairs, 2018). The remaining 14 individuals may have received non-VA care or no care at all
(U.S. Department of Veterans Affairs, 2018). Rates of suicides were highest among younger
veterans (between 18-34) at 44.5 deaths per 100,000 veterans while rates were lowest among
older veterans (aged 55-74) at 26 deaths per 100,000 veterans as of 2017(Office of Mental
Health and Suicide Prevention, 2019; National Rural Health Association 2015). Rural residents
are more likely to use firearms in lethal suicide attempts which also contributes to a higher rate
of suicide in rural areas (Searles et al., 2014). The ORH further asserts that younger rural
veterans have complex combat-related mental health needs related to tours in Iraq and
Afghanistan which will require ongoing access to care (ORH, 2018). Unfortunately, 50% of
returning veterans from recent conflicts do not receive needed mental health care treatment at all
(NAMI, 2018). Increasing provider cultural competence on the needs of veteran populations may
increase screening and therefore identification of unmet mental and physical health needs.
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Gender Implications and Women Veterans’ Needs
Women are the fastest growing population in the military. This situation is in response to
changes in military policy allowing women to serve in more roles, including combat duties
(Burkhart & Hogan, 2015). Currently, women make up 10% of the total living veteran
population; this number is predicted to climb to 18% by 2040 (VA National Center for Veterans
Analysis and Statistics, 2018). The VA provides care to both men and women veterans.
However, 83% of women veterans choose to receive care in civilian health facilities, as they
deem the VA to be foremost a resource for men (Burkhart & Hogan, 2015). In rural settings,
only 6% of rural women veterans receive VA system healthcare services (ORH, 2018). These
facts further illustrate endeavors are needed to increase cultural competency in non-VA settings
for women veterans as the majority are not utilizing the VA for healthcare. After service, women
veterans are also less likely to identify as veterans and as well as cite gender-specific health
needs that are often not found in rural health facilities (Ingelse & Messecar, 2016).
While all servicemembers experience lifelong impacts from service, women have
additional stressors unique to their service. Women have higher rates of trauma exposures,
military sexual trauma (MST) and harassment, relationship and parenting challenges, and more
difficult transitions from military to civilian life compared to their male counterparts (Runnals et
al., 2014). These circumstances contribute to higher rates of PTSD related to MST along with comorbid anxiety and depression in women veterans. Most notably, difficulty reintegrating back
into civilian life for women include increased substance use difficulties, eating disorders,
intimate partner violence, obesity, and chronic pain (Brown & Joshi, 2014; Maiocco & Smith,
2016). Women in rural areas experience the same barriers to treatment as men, as well as the
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barriers of lack of providers and facilities for gender-specific care. Women veterans in rural
areas have additional access issues related to child-care, transportation, and the need for flexible
hours for appointments (Yano et al., 2011). Telepsychiatry can assist in alleviating many of the
increased access barriers women rural veterans face.
Telepsychiatry
The process of delivering health services from a distance using technology is known as
telemedicine or telehealth. Telepsychiatry is the innovative application of telemedicine to the
specialty field of psychiatry using telecommunication technologies (Clay, 2017). It may involve
a range of services such as psychiatric evaluations, psychotherapy, medication management, and
patient education. Service can involve direct-to-patient care or be completed as a consultation
between the psychiatric provider and primary care provider to deliver psychiatric expertise
(Clay, 2017). Care can be synchronous as well as asynchronous using store and forward
technology (Malhotra et al.2013) . Telepsychiatry is most frequently accomplished through
synchronous, face-to-face live video conferencing between a provider and patient. Increasing
application of live, synchronous visits over internet connections will be the focus of the proposed
intervention.
Benefits of Telepsychiatry
Telepsychiatry has been shown in many settings to be safe, cost-reducing, and
satisfactory to patients. Increasing telepsychiatry use in underserved populations such as rural
veterans will greatly help to increase access to care for this population.
There are many well documented benefits to telepsychiatry use, including a positive
correlation between telepsychiatric use and patient compliance and satisfaction. Facilitators of
telepsychiatry include the ability to effectively increase treatment outcomes, convenience,
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increased comfort of patients, and a significant reduction of costs (Gros et al., 2018; Shore et al.,
2018; Yuen et al., 2015; Morland et al., 2013). Cost savings are due to lower rates of no-show
appointments and lower travel costs. One VA study found travel savings of 145 miles and 142
minutes per visit as compared to traditional face-to-face visits (Russo et al., 2016). Shulman,
John & Kane (2017) note that non-attendance and noncompliance are as high as 50% in
outpatient mental health settings. Telepsychiatry is a plausible alternative, effectively removing
the need for extended travel and increasing kept appointment rates due to the convenience of the
service (Shulman, John & Kane, 2017). Research reveals that treatment via telepsychiatry is
shown to be consistent with that received in traditional face-to-face visits and has a greater
satisfaction rate (Gros et al., 2018; Shore et al., 2018; Yuen et al., 2015;Morland et al., 2013;).
Telepsychiatry may also be feasible for use with older veterans. Powers et al. (2017) illustrate
how telemedicine can be successfully utilized across different patient populations. In such cases,
older rural veterans successfully engaged in a teledementia intervention clinic.
Barriers to Telepsychiatry
Addressing barriers to telepsychiatry use by organizations and providers will serve to
form solutions to mitigate hurdles to implementation of this service. Common obstacles and
barriers to telepsychiatry adoption involve a greater needed for logistical support,
privacy/confidentiality concerns, and the potential for a decreased therapeutic alliance (Kruse et
al., 2018; Bumgarner et al., 2017). Technology and technical difficulties are the number one
cited issue amongst facilities using telepsychiatry, as was the case in the VA’s Home-Based
Telemental Health pilot (Shore et al., 2014). Specifically, for telepsychiatry implementation in
non-VA facilities, frequently reported barriers include financial concerns, staffing challenges,
lack of training, and organizational support (Kruse et al., 2018; Lauckner & Whitten, 2016).
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Reimbursement and regulatory difficulties are also a significant source of concern for
non-VA providers due to varying state laws that are not relevant in the federal VA environment.
All 50 states and the District of Columbia (DC) to varying extents provide some type of
reimbursement for live video conferencing telehealth in their Medicaid programs (Center for
Connected Health Policy, 2019). In addition, 39 states and DC have passed laws governing
private payer telehealth reimbursement policies for equivalent payment for services that are
received in traditional face-to-face care (Center for Connected Health Policy, 2019). As
telehealth reimbursement and regulations continue to advance, other significant barriers
impacting utilization of telepsychiatry in non-VA settings must be addressed.
Treatment Successes by the VA
The VA is considered a world leader in the development of telehealth services that are
essential to the care of veterans (Caver et al., 2020). Many of these methods can be replicated in
non-VA settings along with cultural education to increase providers providing these services and
create greater access to care for rural veterans. There are several initiatives specifically created
for the needs of this population, with 32% of the VA budget allocated to rural health care (ORH,
2018). One of the most important ventures was the creation of the ORH in 2006. This office
focuses on promoting the health and well-being of rural veterans and helps to develop programs
and models of care that can be replicated for veterans.
As the nation’s largest healthcare system, the VA has made strides in addressing the
health needs of rural veterans. Even prior to the creation of the ORH, the VA was an early
adopter of telehealth services. Since that time, three different telehealth modalities have been
employed by the VA, including real time clinical based video telehealth (CVT), home-based
telehealth, and store and forward telehealth. Specifically, the VA pioneered the Home-Based
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Telemental Health (HBTMH) program, which was established in 2009 at the Portland VA
Medical Center (Shore et al., 2014). This program was the first of its kind, effectively allowing
veterans to receive mental health services in their homes via their computers.
Barriers to Provider Uptake
For successful adoption of telepsychiatric services, both patients and providers must see
the value in telepsychiatry as an approach that will enhance access and quality of care. A concise
curriculum and toolkit outlining the benefits of telepsychiatry and education on cultural
implications of rural veterans may assist increasing provider willingness to provide
telepsychiatry. Unfortunately, there remains widespread poor uptake of telepsychiatry by mental
health providers. Patient satisfaction with telepsychiatric services has shown to be high but
provider satisfaction has been less studied. On the other hand, clinician satisfaction is lower than
that of patients (Chakrabarti, 2015). By nature, psychiatric care is a very intimate alliance
between patient and provider and relies on a high degree of personal interaction.
Although research has demonstrated multiple benefits of telepsychiatry, providers remain
reluctant overall in implementing this service into their practices for fear of decreased quality of
care. Interian et al. (2018) uniquely provided insight into telepsychiatric implementation from a
VA provider’s point of view. Challenges cited at the VA provider level included lack of personal
buy-in, concerns about decreased therapeutic alliance, and perceived difficulty with reconciling
treatment goals (Interian et al., 2018). In addition, telepsychiatry may not appeal to some
clinicians due to perceived complications in many facets of the service such as communication,
discomfort with the service, skepticism, inadequate training, and perceived increased clinical
burden (Chakrabarti, 2015). It has been affirmed that after controlling for major barriers such as
reimbursement and regulatory issues, clinicians are the most significant gatekeepers that affect
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telemedicine use (Saeed et al., 2012; Whitten & Mackert, 2005). Furthermore, human barriers
such as negative attitudes of clinicians and organizations are the most salient factors affecting
use of telepsychiatric services (Hailey et al., 2008). Focusing on increasing positive attitudes and
provider motivation to provide telepsychiatric services is postulated as being essential to increase
provider utilization of telepsychiatric modalities.
Limitations in the VA Health System
The VA health system is a national innovator in treating the physical and mental health
needs of veterans. However, there are several limitations. Notably, a veteran must be enrolled in
the VA health system to receive care from the system. Veterans may not seek care at the VA for
numerous reasons, including: 1) unfamiliarity or lack of knowledge; 2) lack of trust in the VA
system; 3) confidentiality concerns; 4) perceived ineligibility; 5) perceptions that mental health
treatment may incur harm; and 6) a belief that the VA is only for older veterans (U.S.
Government Accountability Office, 2011). Even if enrolled in VA services, many veterans still
opt to receive care at civilian facilities and are so termed “dual users” (Borowsky & Cowper,
1999). Only around 30% of all U.S. veterans receive VA health care (U.S. Department of
Veterans Affairs, 2018). Overall, most veterans rely on non-VA health services to some degree
and utilize various private or other public forms of health coverage including Medicare and
Medicaid (Tsai & Rosenheck, 2014). These circumstances make it likely that veterans often
encounter providers unfamiliar with veterans’ needs and who do not understand military culture,
especially in rural settings. Efforts aimed at increasing civilian provider cultural competence are
needed to increase better quality of care for veteran populations.
Rurality. It is often difficult to characterize rurality due to varying definitions, but this
classification is significant given federal funding available for rural health care. Defining rural
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also helps to delineate between areas with greater resources versus those with more underserved
populations, as is the case with rural veterans. There are three main federal definitions of rurality
from the U.S. Census Bureau, the Office of Management and Budget (OMB), and from the U.S.
Department of Agriculture (USDA; USDA Economic Research Service, 2016). As the VA and
many healthcare programs use the definition given by the USDA in collaboration with the
Department of Health and Human Services (HHS), the definition of rurality was selected for
compatibility with other work and applicability to the population studied. The Rural-Urban
Commuting Areas (RUCA) system was developed by USDA and HHS and combines population
density, daily commuting, and socioeconomic supports to urban centers to define regions (USDA
Economic Research Service, 2016). RUCA is based on the system used by the U.S. Census
Bureau to count citizens (ORH, 2018). RUCA delineates urban areas as those with over 30% of
the population living in an urbanized area as defined by the U.S Census Bureau. By the process
of exclusion, rural regions are areas not classified as urban or highly rural. According to RUCA,
highly rural areas are sparsely populated, usually with less than 2,500 people. Fewer than 10% of
people commute to larger urban areas in a highly rural region. Both rural and highly rural areas
are included when defining rural in this project, again for parity with the VA processes in
classifying rural veterans.
Theoretical frameworks
Simply positioning providers to treat rural veterans without an understanding of their
experiences and culture is morally injurious and an ethical dilemma. When treating the veteran
population, the astute mental health practitioner must be well versed in the likely moral and
ethical dilemmas the patient may have been subjected to during their military experiences. Selfcondemnation, defined as criticism and condemnation of oneself due to perceived moral
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wrongdoing, is highly prevalent in this population (Worthington & Langberg, 2012). During
service, veterans may have been in situations that violated their own moral beliefs or witnessed
acts they deemed unethical, including killing others or other acts of violence during combat. This
causes internal conflict or moral injury. Clinicians must therefore be well equipped to assist the
veteran to evolve from morally injurious states towards moral repair.
Walker (2001) explains that moral repair aims at reinstating moral terms and restoring
hope and trust in them and oneself. However, if an adequate awareness and understanding of
military culture is absent on behalf of the provider, this increases risk of ineffective treatment
and health outcomes. In a military and veteran population, patients often cite lack of knowledge
of military culture as an additional barrier to care for civilian providers (Bumgarner et al., 2017).
To avoid further moral injury or internal conflict to rural veterans, interventions are needed to
increase resources and supports to provide safe, culturally competent telepsychiatric services.
This project is aided by a complementary understanding of The Knowledge to Action Framework
as well as the Josepha Campinha-Bacote’s model, The Process of Cultural Competence in the
Delivery of Healthcare Services (Campinha-Bacote, 2002).
The Knowledge to Action Framework
The Knowledge to Action (KTA) Model is a well-established theoretical framework that
is utilized to translate clinical evidence into practice (Graham et al., 2006). There are two steps in
the KTA model: knowledge creation and the action cycle, or the “application” of the model.
Notably, the KTA process steps are iterative and can inform knowledge creation. Within the
model, knowledge creation includes knowledge inquiry, knowledge synthesis, and knowledge
tools/products (Graham et al., 2006). Knowledge inquiry involves primary research whereas
knowledge synthesis collaborates upon primary studies into meta-analyses or systematic reviews
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(Crockett, 2017). The purpose of this project will be to create a knowledge tool which utilizes
synthesized evidence to present evidence in a user-friendly format. Other examples of
knowledge tools or products include webinars, video, and clinical practice guidelines (Crockett,
2017). Knowledge becomes more refined as it moves through these three steps, thereby making
knowledge more valuable to stakeholders, or in this case, providers (see Figure 1).
The action cycle involves a dynamic identifying and appraising of the problem and the
known research, identifying barriers and successes, planning, executing, and finally monitoring,
evaluating, and adjusting (Graham et al., 2006). As illustrated in Figure 1, the action steps may
be completed simultaneously, or sequentially, as denoted by the arrows that point bidirectionally.
It is crucial for knowledge to be adapted to the stakeholders and local context. In terms of this
project, the KTA Framework will be applied to create and implement a culturally competent
curriculum for mental health providers delivering care via telepsychiatry.
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Figure 1
The Knowledge to Action Framework; adapted from (Graham et al., 2006)

The Process of Cultural Competence in the Delivery of Healthcare Services
Cultural competence can be defined as a process in which one seeks to achieve the ability
and capacity to work effectively within the cultural context of a family, individual, or community
(Campinha-Bacote, 2002). Josepha Campinha-Bacote’s (2002) model, The Process of Cultural
Competence in the Delivery of Healthcare Services, is an intersection of transcultural nursing,
medical anthropology, and multicultural counseling and provides a relevant context to address
competence amongst rural healthcare providers providing care for veterans (Campinha-Bacote,
2002).
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The Process of Cultural Competence in the Delivery of Healthcare Services makes five
basic assumptions: 1) Cultural competence is not a solitary event to be attained, but rather, it is a
continuous process; 2) Cultural competence is composed of five interdependent domains:
cultural awareness, cultural knowledge, cultural skill, cultural encounters, and cultural desire
(Campinha-Bacote, 2002). All five domains must be experienced or addressed during the process
of cultural competence. 3) There is a direct relationship between a provider’s competence and
their ability to provide culturally appropriate health interventions; 4) More variation lies within
culturally homogeneous groups rather than across; and 5) Cultural competence is essential to
provide culturally sensitive care to diverse groups of patients (Campinha-Bacote, 2002).
Environmental Scan
The organization for project implementation is Genoa Telepsychiatry which is a
subsidiary under Genoa Healthcare. Genoa Healthcare is a private, for-profit company that
currently operates in 47 states and the District of Columbia, delivering more than 250,000 annual
appointments (Genoa Telepsychiatry, 2019). In this model, both psychiatrists and Advanced
Practice Registered Nurses (APRNs) function as prescribers to individuals with mental health
needs. Genoa Healthcare delivers integrated on-site pharmacy services for mental health
organizations. The organization was recently purchased in 2018 by UnitedHealth Group.
Genoa Telepsychiatry is a relatively young organization that was founded in 2011. Most
employees or contractors of Genoa Telepsychiatry work remotely in a virtual environment which
is the case for telepsychiatric work. Genoa Telepsychiatry is the nation’s largest provider of
outpatient telepsychiatry and medication management services. At the current time of
implementation, there are nearly 180 clinicians actively matched and providing psychiatric
services across the nation for Genoa Telepsychiatry.
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The U.S. Department of Veterans Affairs is another prominent organization within this
project, as many veterans may dually receive care or may be referred there. The VA is a federal
governmental agency that afford benefits such as healthcare, compensation, and cemetery
services to military veterans (ORH, 2018). The ORH is a subdepartment under the VA. The
ORH was established by Congress in 2006 with an aim to eliminate barriers preventing veterans
from accessing quality care. Goals of the ORH are accomplished through national as well as
regional and local collaborations and partnerships. Programs established by ORH are either
Enterprise-Wide Initiatives (EWI) or Rural Promising Practices (ORH, 2019b). EWIs
disseminate national program office access efforts to locations serving rural veterans while Rural
Promising Practices are innovative endeavors that improve access to care for rural veterans.
The ORH operates through three Veterans Rural Health Resource Centers (VRHRCs)
which are field-based satellite offices that serve as hubs of rural healthcare research, innovation,
and dissemination. The VRHRCs are located in Iowa City, Iowa; Salt Lake City, Utah; and in
White River Junction, Vermont (ORH, 2019a).
Goal and Aims
The overarching goal of this project is to create an infrastructure that increases the
provision of culturally competent care for rural veterans in community settings using
telepsychiatry. Aims include:
1) Survey of mental health clinicians working with rural veterans via telepsychiatry on
their perceived competencies and comfort in working with this patient population.
2) Design a culturally sensitive curriculum for non-VA mental health providers on
treating the needs of rural veterans delivered in an electronic format.
3)Validate the curriculum using an expert panel of individuals.
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4) Pilot the curriculum at Genoa Telepsychiatry.
5) Evaluate the effectiveness of the intervention utilizing a pretest-posttest design.
Chapter III: Methodology
Rural veterans fare worse than their suburban counterparts in terms of access to mental
health treatment (Bumgarner et al., 2017; Wallace et al., 2006; Weeks et al., 2004).
Telepsychiatry is a known convenient and efficacious modality to increase access to care in rural
populations. With over 40% of rural veterans receiving care in the community, it is imperative
that services delivered in non-VA facilities recognize the unique care needs inherent to this
population. Moreover, outside of the VA, only 13% of mental health professionals meet criteria
to deliver culturally competent evidence-based care to veteran and military populations (NAMI,
2018). The goal of this project to increase cultural competence for mental health providers
delivering care to rural veterans via telepsychiatry. Providing culturally competent education to
mental health clinicians can help to increase non-VA providers’ confidence and competence in
treating this population in an innovative modality.
Aim 1: Survey Mental Health Clinicians Working with Rural Veterans via Telepsychiatry
on Their Perceived Competencies and Comfort in Working with This Patient Population.
The objective of Aim 1 was to gather data on the needs and gaps in knowledge for mental
health clinicians regarding rural veterans. Psychiatrists and psychiatric nurse practitioners were
surveyed using questions about their knowledge of the mental health needs unique to rural
veterans as well as their comfort with providing mental healthcare to rural veteran populations.
The goal of this pre-implementation survey was to obtain a baseline of information on clinicians’
knowledge and perceived comfort in working with rural veterans via telepsychiatry. A second
aim of the survey was to generate knowledge areas that clinicians would like to gain more
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competency in with the target patient population, thereby making the intervention adaptable to
the needs of the stakeholders. Active prescribing clinicians with Genoa Telepsychiatry were the
target sample for the survey.
An electronic survey was constructed that featured several questions on specific
treatment of rural veterans. Questions included subjects such as the presence of prior training or
education on veteran or military culture and current perceived level of comfort and knowledge in
treatment of rural veteran populations. Each question was composed in a Likert type response
scale. One open-ended question was provided at the end of the survey (see Appendix A). The
open-ended question offered clinicians an opportunity to list areas or topics concerning veterans
for which they would like more information.
The geographic scope of providers for the pilot study includes regions which contain
large numbers of rural veterans such as New York state and California. Qualtrics was utilized to
create the surveys electronically. Providers were invited to participate anonymously through
email via administrative channels at Genoa Telepsychiatry. Invitations to participate in the
survey and project were also posted in the monthly clinician newsletter as well as in the Clinician
Resource Center which is located on the organizational website. After the initial email launch,
invitation reminders were sent biweekly with a maximum two reminder emails. Participants were
asked to consent to participate in the initial surveying. There are currently 180 active prescribing
clinicians which include psychiatrists and psychiatric nurse practitioners within the organization.
Likert responses were analyzed aggregately utilizing descriptive methods. Data from the survey
were summarized and analyzed and used to guide curriculum development. This information
assisted in determining other content areas that may need to be included in the curriculum as well
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as to exclude areas that mare not relevant. Opened-ended comments from the participants were
grouped by common themes identified and summarized using content analysis.
This aim was evaluated using quantitative measures. Ultimately, since the aim was to
have as many clinicians participate in the survey as possible, the aim was measured by the
number of individuals that completed the initial pre-implementation survey. A goal of at least 20
participants was desired.
Aim 2: Design a Culturally Sensitive Curriculum for Non-VA Mental Health Providers on
treating the needs of Rural Veterans delivered in an Electronic Format.
The objective of Aim 2 was to create an educational curriculum for mental health
clinicians to increase cultural competency for providers delivering mental health services in nonVA settings via telepsychiatry. This curriculum was to be created in an online format, featuring
different topics which included: Culture and Cultural Competency, Mental Health Treatment and
Best Practices in Telepsychiatry (See Appendix B). Modules were based upon results of the
literature review. An additional topic, Veteran Health Administration, was created in response to
the pre-survey conducted. This topic outlined current clinical knowledge needs of providers
regarding access to VA treatment resources.
Curriculum topic modules were guided by resources such as PsychArmor and the Center
for Deployment Psychology’s (CDP) courses on military culture. The modules were tailored to a
veteran population being treated in civilian settings. Of note, module 3, “Stressors and
Resources,” and module 4, “Treatment, Resources and Tools,” within the Military Culture course
by the CDP assisted in framing the basis of education on military and veteran culture. The
Department of Defense (DoD) and the APA also have joint guidelines that are used in veteran
and military settings to guide treatment of military and veteran populations. These guidelines
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served as a foundation for information featured in the content surrounding treatment of mental
health needs for veterans. The APA and the American Telehealth Association collaborated and
released a guide entitled “Best Practices in Videoconferencing-based Telemental Health” in
2018. This guide served as the basis for the education on Best Practices in Telepsychiatry.
The curriculum topic modules, or elements, were typed and later switched into
presentation format using Prezi video software with recorded audio embedded. The video was
uploaded to Youtube and then embedded into the Qualtrics software to be viewed within the
survey during implementation. Printable handouts or “pocket guides” were also included for
quick references of material present in some modules to support practical use by clinicians. This
aim was evaluated by the successful creation of an educational curriculum according to the
specified outline that was created (Appendix B). This was primarily a process-focused evaluation
to monitor ongoing evolution of the product. Evaluation also included the ability to modify the
curriculum’s presentation to different flexible formats, including webinars or formats.
Aim 3: Validate the Curriculum Using an Expert Panel.
The objective of Aim 3 was to obtain curriculum validation to ensure the content was
clear and relevant to the project’s purpose. The curriculum was to be validated via a panel of
experts consisting of at least three to five individuals with diverse backgrounds and expertise.
The purpose of the expert panel was to ensure the curriculum content reflected consensus
amongst experts. Each expert must have had significant experience working with veterans in
general; preference was given to those who had experience working with rural veteran
populations. Additional requirements included that at least one expert was to have experience
working with the Veterans Affiairs, DoD, or similar military or veteran-affiliated organizations
within the mental healthcare realm. Each expert should be regarded by his or her peers as an

24
expert in the subject matter with substantial practical experience and professional stature.
Individuals who met these criteria and were responsive were selected as members of the expert
panel.
The expert panel process was guided by the Content Validity Index (CVI), a method
which consists of using ratings of item relevance and clarity as deemed by content experts (Polit
& Beck, 2006; Polit et al., 2007; Wynd et al., 2003). Experts were invited via email and through
other networking opportunities. They were sent reminders to confirm continued participation
after initial agreement for participation. An introductory letter was sent via email before the start
of the rating procedures. This letter included the purpose of the project, the context of the review,
instructions on completing the rating form, and directions to provide additional feedback and
comments. More than 10 individuals and organizations were contacted to secure five experts.
As part of the review process, each expert was provided access to the curriculum online
and via PDF. They were also provided a rating form to critique content of the curriculum (See
Appendix C). This information was electronically sent via JotForm (a free online form builder)
for ease of completion. Each individual was allotted two weeks to complete the rating form and
provide any suggestions or commentary on the curriculum. Responses of “moderate” or “very”
in terms of relevance and clarity were both considered affirmative responses. The standard in the
CVI literature confirms 0.78 or 78% of individual elements or items as being the threshold of
acceptability for affirmative responses; total scores should be 0.90 (90%) or greater (Polit et al.,
2007). After percentage of agreement on all responses was calculated, those elements with
greater than 78% agreement were considered as clear and/or relevant to increasing veteran
cultural competence for non-VA clinicians.
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A 2-week period with successful return of a completed rating form from an expert
constitutes a round. Since one round was sufficient, additional rounds were not necessary as
sufficient elements met agreement. Concerns arose during the initial round after an extended
length of time lapsed before obtaining the required number of experts. Feedback and suggestions
were collected and the curriculum was modified accordingly based on responses gained during
the expert panel proceedings.
A formative evaluation type process guided the final product creation and revisions were
based on from feedback gained from the expert panel. A curriculum was created and modified
according to recommendations of the expert panel. Focus was placed on timely feedback from
panel members so that suggestions and recommendations could be implemented into the
curriculum in time for the start of the pilot. During this time, situations that affected the
curriculum development were addressed accordingly during this phase. For example, a period
longer than anticipated for feedback delayed the start of Aim 4 by several weeks..
Aim 4: Pilot the Curriculum at Genoa Telepsychiatry.
The objective of Aim 4 was to implement the curriculum with clinicians at Genoa
Telepsychiatry. The educational curriculum was uploaded and hosted within the monthly
Clinician Resource Center online. Participants were notified via email as well as by the
electronic clinician newsletter that the curriculum may be accessed via direct links embedded in
the newsletter. A 14-day time-period was allotted for individuals to access the resource.
Clinicians were asked to complete a post-survey of that was based on questions from the initial
survey. With an active roster of 180 active clinicians currently, the goal was a 20% response rate,
or 36 clinicians. This aim was quantitatively evaluated by the clinicians who responded and
participated in the project by viewing the educational curriculum.

26
Aim 5: Evaluate the Effectiveness of the Intervention Utilizing a Pretest-Posttest Design.
The objective of the Aim 5 was to evaluate the effectiveness of the curriculum
intervention. At the completion of the curriculum online, participants were directed within the
survey to complete a posttest online. For uniformity purposes, the same test was initially utilized
before curriculum development along with a section that requested overall feedback or
comments. The pretest and posttest were based on the Military Cultural Certificate Program
(MCCP) Assessment Scale Survey. This tool involves nine items used to assess knowledge of
military culture as well as 17 items that evaluate confidence in skills and abilities in dealing with
veterans (Nedegaard & Zwilling, 2017). Select items were utilized from the MCCP and further
modified to include items on telepsychiatry and rural veterans.
Evaluation of this aim occurred using a pretest-posttest design. Aggregate responses from
the initial pre-implementation survey were utilized as a needs assessment and pretest and posttest
results were analyzed to determine effectiveness of the intervention. Data was unmatched to
protect provider anonymity. The analysis focused on the change in aggregate responses as
compared to pretest results. The quantitative analysis consisted of a chi square test to determine
if the sample was large enough and to determine if there was a significant difference. For other
areas of the evaluation, the analysis was descriptive in nature.
Statement Related to Human Subjects
This project was deemed exempt by the Yale University IRB.
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Chapter IV: Results
Expert Panel Process
There were five expert panel members from a diverse background. Each member and
their background are as follows:
Eric Meyer, MAJ, MC, USAF
Dr. Meyer is a Major in the United States Air Force, and an is an Associate Professor of
Psychiatry & Neurosciences at the Uniformed Services University (USUHS). His identified areas
of expertise include Military Psychiatry, Cultural Psychiatry as well as military cultural
competence. He has also published significantly on military cultural competence as well as
developed an assessment of military cultural competence.
Alicia Gill Rossiter, DNP, APRN, FNP, PPCNP-BC, FAANP, FAAN
Dr. Rossiter is a retired Lieutenant Colonel in the United States Air Force Reserve, and
currently serves as an Associate Professor and Military Liaison at a College of Nursing. Her
identified area of expertise is military mental health, cultural competence, as well as veteran
health.
David Bumgarner, PhD
Dr. Bumgarner is a practicing Clinical Psychologist with the Veterans Administration.
His identified area of expertise is clinical psychiatry and rural health.
Kim Moreno, PhD, RN
Dr. Moreno is a psychiatric nurse educator, and has taught with the VA for many years.
Her identified area of expertise is psychiatric mental health and veteran healthcare, rural
healthcare and community health.
Louella Van Odsol, DNP, APRN, PMHNP-BC
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Dr. Van Osdol is currently a United States Navy Reserve Nurse. Her identified area of
expertise is military mental health and rural health in the Hawaiian Islands.
Content Validity Index
As specified in Aim 3, each expert panel member received the curriculum outline
(appendix B). The version received by the expert panel members was a modified version with
more information explaining what was to be discussed in each section, to aid in their ability to
rate the content of the curriculum. All items rated within the expert panel proceedings received a
78% or higher affirmative response (“moderately” or “very”) for relevance and clarity to the
DNP project. One topic, “Rural veteran culture,” did receive a negative response of “no.” The
accompanying feedback was valuable and taken into account accordingly, leading to the item
being removed from the curriculum even though the individual item score was above 78%. This
topic was removed from the final curriculum as it was decided it did not add value to the
presentation.
Internal Reliability
Both surveys utilized in the project demonstrated internal consistency. The preimplementation survey (Appendix A) demonstrated internal validity with a Cronbach’s alpha
score of 0.79. The pretest and posttest survey items, both of which featured the same questions,
(See Appendix D), demonstrated a reliability score of 0.87.
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Pre-Implementation Survey Results
A total of 12 providers accessed the pre-implementation survey assessment and 9 (N=9)
healthcare providers completed it. A summary of their positive responses (slightly or strongly
agree) is compiled (See Figure 2). All participation was voluntary.
Figure 2
(Participant positive responses to survey item questions)

(Figure 2)

Some participants chose to provide comments of their perceived learning needs or other
comments. A summary of these comments were also compiled. (See table 1).
Demographic data was compiled on the participants of the survey assessment as well.
Three providers were Psychiatrists, five were APRNs, and one was a Psychologist/LCSW/Other
mental health professional. One individual was a veteran, and the other eight were not. Four
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individuals reported that their patient settings were classified as rural, while two reported
suburban, and urban. One individual declined to respond about their practice setting.
Table 1
(Pre-implementation survey topic suggestions/comments from participants)

Topic Suggestions/Comments:
Differences between rural and
urban veterans
Veteran culture
Motivational Interviewing
Navigating VA medical/Psych
avenues
(General interest in findings)
Worries about veterans and
COVID, election cycle

A total of 24 individuals accessed the survey containing the educational curriculum.
Participants were given a disclaimer indicating that participation was voluntary, and asked to
indicate that they understood this by selecting ‘yes’ in the survey to procced. A total of 19
individuals selected ‘yes’ to continue on with the survey. Participants who accessed the survey
did not necessarily complete all facets of the pretest, or the posttest, as some of the surveys were
partially completed due to the voluntary nature of the survey. 11 individuals completed the
pretest. Nine individuals proceeded to answer the pretest and posttest questions, but eight (N=8)
individuals fully completed all pretest and posttest measures (one participant did not answer
age). This information is illustrated in Table 2.
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Participant Demographic Information
All eight of these individuals were APRNs, and all identified as female. One participant
was a veteran, seven were not veterans. Four individuals reported their patient setting being
urban, while rural and suburban both had two individuals reported as their setting. One
individual declined to state their setting. Two participants reported their age as 25-35; three
participants reported their ages as 36-45; one individual from 46-55; one individual from age 5665, and one individual from age 66-75.
Table 2
(Participant demographics of the intervention survey)
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Pre/post Survey Results
The Wilcoxon signed rank test was selected to complete the survey content analysis due
to the small sample size (N < 20), as well as the ordinal nature of the data which was not
normally distributed. The Wilcoxon signed test assumes independence and equal variance only;
it does not assume that the data has a known distribution; (thus making it a non-parametrical
test), and therefore was a suitable test for this project (Whitley & Ball, 2002). It consists of five
basic steps, and assigns a P-value; but is unable to estimate any magnitude of any effect which is
a limitation of the test (Whitley & Ball, 2002).
The pre-post response P-values are shown in Table 3. Questions 2, Question 4, and
Question 6 had P-Values of 1, indicating that the responses were constant and could not be
calculated as there was no difference between the pre and post measures.
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Table 3
(P-Values of Pre-post Responses)

P-Values of Pre-Post Responses
Questions
P-VALUE
Question 1
0.3172
Question 2
1
Question 3
0.5637
Question 4
1
Question 5
0.3173
Question 6
1
Question 7
0.1797
Question 8
0.1797
Question 9
0.3173
Although there were no statistically significant differences in the pretest survey responses versus
post-test survey responses, at a significance level of 0.05, or 0.10, a visual descriptive trend can
be appreciated amongst the pre and post-test responses (see Figure 3). This illustration depicts
“somewhat agree” or “strongly agree” responses to the listed survey items in the pretest and
post-testing phases.
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Figure 3
(Pre/post Survey changes in agreement with survey questions)

As illustrated, in Figure 3, the largest increase in improvement was demonstrated in the
8th question “I am aware of resources to assist veterans with mental health difficulties,” showing
a 41% improvement. This was followed by a 36% improvement in the 7th question “I feel
confident in the care I currently provide to veterans.” The smallest incremental increase was
shown in the 1st question, “Overall I feel a sense of connection to the military and its members,”
with only a 2% change. Question 2, “I am aware of behavioral health issues commonly found in
the military” maintained the exact same pre and post-test rate of agreement at 100%.
Four questions responses reached a level of agreement of 100% on the post-test:
2. I am aware of behavioral health issues found in the military.
3. I routinely screen patients for military service.
7. I feel confident in the care I currently provide to veterans
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9. Telepsychiatry is an acceptable modality for veterans in rural settings.
These trends warrant further investigation utilizing a larger sample.
Chapter V: Discussion
This study found that its participants were somewhat more familiar with certain aspects
of military culture than the general population. The lack of significant results pre-post test, but
the positive trending on certain items suggest that a curriculum more specific to particular
content areas needs to be developed in order to best increase cultural competence among
clinicians practicing via telepsychiatry. While targeting the offering to rural health providers
only may offer a robust approach, it was considered that mental health providers in urban areas
may also benefit from increased knowledge of disparities between rural and urban veteran
populations to increase treatment outcomes as well. This is especially true, given that many
urban providers may also be providing services to rural veterans especially via telepsychiatry
means given that there is often a lack of mental health providers in rural regions.
The findings reveal that overall this sample of providers are aware of mental conditions
prevalent in the military and veteran population; furthermore this should not be the focus of
future interventions. Future offerings should center specifically around veteran culture and
awareness topics as well as methods for systematically accessing resources in rural regions.
Awareness about veteran culture as well as how to refer to the VA, and navigating VA health
resources are topics that are especially helpful for clinicians who most likely are non-military
affiliated but are serving in the community treating veteran and military families. Some of these
topics were generated as specifics requests for further education on the pre-intervention
assessment survey, while veteran-centric mental health resources revealed the greatest
improvement descriptively in posttest responses. These and other topics require further
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examination and research as the findings from this study cannot be generalized. It is plausible
that clinicians who are practicing remotely via telepsychiatry or who have clients in rural regions
find locating veteran-centric resources challenging.
Rural veterans are historically an underserved population, and continue to be even more
so with respect to both physical and mental health care resources. This DNP project was an
initial investigative step towards larger projects that can be completed to explore where gaps in
knowledge about care lie for providers practicing via telepsychiatry. Increasing cultural
competence of community providers is a priority as greater numbers of veterans are seeking care
in the community along with VA services, and mental health providers must be well-equipped
for this.
Limitations
Telepsychiatry and working remotely has numerous advantages for both clinicians and
patients alike in terms of convenience and cost. However, in a rural environment, scheduling
synchronous sessions is often difficult for clinicians in a large national organization on different
time zones. Likewise, utilizing live sessions to deliver the intervention would have been very
difficult. However, the lack of a live, interactive presence may have impacted engagement and
participation in a negative fashion. In addition, the COVID-19 pandemic also placed a significant
barrier on the implementation of this project. Given the current healthcare and mental health
landscape, healthcare providers have experienced increased clinical workloads and less ability to
dedicate towards time intensive projects. The length of this intervention, this may have been a
factor in whether clinicians chose to partake or not without additional significant incentives.
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DNP Project and Leadership Immersion
This project relates to leadership immersion by improving quality and clinical outcomes
in the mental health sector, and further aims to translate evidence-based practices into
widespread practice on a systems level. This DNP project took place remotely, sponsored by
Genoa Telepsychiatry. The American Association College of Nursing (AACN) DNP Essential II
is Organizational and Systems Leadership for Quality Improvement and Systems Thinking
(American Association College of Nursing, 2006). This essential further dictates that it is
imperative for a DNP graduate to possess organizational and leadership skills to improve patient
and healthcare outcomes, and this immersion experience and coursework provided that
experience. I was able to continue to forge opportunities to conceptualize a relatively new care
delivery model of treating a population of mental health clients nationwide via telepsychiatry,
but also ponder where continued needs lie in terms of care delivery improvement. An external
mentor was also selected from the VA Office of Rural Health, thereby providing greater insight
into systems-based leadership and expertise. DNP Essential IV specifies that a DNP leader is
also knowledgeable on information system and patient care technologies and is equipped to
provide leadership to healthcare systems to evaluate outcomes of care in the transformation of
healthcare. This immersion and DNP project met these objectives. Piloting a telepsychiatry
project within a nationally based telepsychiatry organization offered valuable skills in
networking, organizational skills, systems-based thinking, leadership development, and
interdisciplinary collaboration. Further dissemination will occur via seeking publication in a
peer-reviewed publication, and presenting at the Association of Psychiatric Nurses Association
(APNA), or other large professional organizations.
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Conclusion
Cultural competency is an ongoing process, not an arbitrary endpoint. Moreover, veterans
are not a homogeneous population; their unique needs inherent in their military service must be
recognized by all healthcare providers not only mental health clinicians. However, given that
rural veterans do have significant morbidity and mortality from mental health disorders,
including suicide mental health providers must be exercise cultural competence and sensitivity to
this population. Rural veterans are at significant disadvantage when compared with their urban
counterparts due to lack of providers in rural areas, greater distance from treatment facilities,
increased poverty rates and a higher mental health burden. Additionally, this makes
telepsychiatry a cost effective and a convenient solution for rural veterans needing mental health
care. Ensuring that telepsychiatry providers are adept and culturally aware of the needs of rural
veteran populations will help to meet the needs of this vulnerable population. This project serves
as a first step towards potential organizational and system-based inquiry on how to increase nonVA or community provider cultural competency and cultural humility for telepsychiatry
professionals.
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Appendix A: Pre-Implementation Survey
Clinician Survey Questions
Self-Awareness:
1. I understand mental health needs inherent in the military and veteran population
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)

2. I am aware of the psychological effects of military service.
Strongly
Disagree
Undecided
Agree
disagree
(1)
(2)
(3)
(4)

Strongly agree
(5)

3. I understand why certain mental health diagnoses are more prevalent in the military.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
4. I routinely ask my patients if they are veterans.
Strongly
Disagree
Undecided
disagree
(1)
(2)
(3)

Agree

Strongly agree
(4)

(5)

5. When asking about veteran status, I routinely ask about military deployments, and how
this may have affected the veteran.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
6. I understand veteran culture.
Strongly
Disagree
disagree
(1)
(2)

Undecided
(3)

Agree

Strongly agree
(4)

7. I am confident veterans feel I understand their culture.
Strongly
Disagree
Undecided
Agree
disagree
(1)
(2)
(3)
(4)

(5)

Strongly agree
(5)
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8. I am comfortable interacting with veterans.
Strongly
Disagree
Undecided
disagree
(1)
(2)
(3)

Agree

Strongly agree
(4)

(5)

9. I have prior experience or education specifically pertaining to veteran culture.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
10. I have prior experience or training specifically pertaining to rural veteran culture.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
11. I feel competent working with rural veteran populations.
Strongly
Disagree
Undecided
Agree
disagree
(1)
(2)
(3)
(4)

Strongly agree
(5)

Mental Health Needs
12. I understand why rural veterans are different than their urban counterparts with regard to
mental health treatment.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
13. I feel competent in treatment the mental health needs of rural veterans.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
VA Resources
14. I am aware of the criteria for a veteran to receive treatment through the Veterans
Administration (VA).
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
15. I am aware of how to locate VA resources to address veteran needs comprehensively.
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Strongly
disagree
(1)

Disagree
(2)

Undecided
(3)

Agree

Strongly agree
(4)

16. Telepsychiatry is an acceptable treatment modality for rural veterans.
Strongly
Disagree
Undecided
Agree
disagree
(1)
(2)
(3)
(4)

(5)

Strongly agree
(5)

Do you have any other specific learning needs or comments in regards to treating rural or
veteran populations? If so, list them here:
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Appendix B: Curriculum Outline

TyQuitta Perrier, MSN, FNP-C, PMHNP-BC
1.
2.
3.
4.

Course Objectives:
To increase clinician awareness and cultural competency of military and veteran culture
To facilitate conducting a culturally sensitive MH exam towards the needs of rural
veterans
To gain understanding of avenues for referral to the Veterans Administration (VA)
To highlight the role telepsychiatry in the needs of rural veteran mental healthcare and
best practices associated with telepsychiatry usage

Introduction
There is a stark difference in the care that veterans receive in the community vs that in which
they receive in the VA. Only 13% of civilian providers meet 7 readiness criteria to deliver
culturally competent care according to a study sponsored by RAND in the Ready to Serve
report (Tanielian, Farris., Epley, Farmer, Robinson, Engel…& Jaycox, 2014). The readiness
of providers to deliver veteran-centric, high quality mental healthcare has two components:
cultural competency, and the capacity and inclination to deliver clinically appropriate,
evidence-based care (RAND, 2018). This points to a large gap in providers who may be
largely unfamiliar with military culture and thus treatment of veterans and dependent family
members. There are more than 22 million veterans and 4.7 million residing in rural regions,
indicating a need for interventions targeting community providers, especially those practicing
via telepsychiatry given our current mental health landscape.
I.

II.

Culture and cultural competency
a. Defining culture:
b. Defining cultural competency:
c. Discussion of Veterans as a distinct population. Moral injury discussion
d. Military Culture explanation
i. Veterans are not a homogenous population!
e. Explanation of 5 military branches + 2 additional uniformed services
i. Values of each, differing culture
f. Veteran culture discussion
g. Rural veterans vs Urbans veterans discussion
Mental Health Treatment
a. Structuring a culturally sensitive MH exami. HAVE YOU EVER SERVED?
ii. Personal biases.
iii. Female vs male veteransb. Commonly Occurring Mental Health Disorders:
i. Suicide:
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ii.
iii.
iv.
v.
vi.

III.

IV.

V.

Depression, Anxiety
PTSD and TBIMSTSubstance Use Disorders
Commonly co-occurring physical issues
1. Chronic pain
Veteran Health Administration
a. VA eligibilityb. Locating VA resourcesc. Referring to the VAd. Community ResourcesTelepsychiatrya. Best Practices:
i. Managing patient-provider relationship
ii. Patient and setting selection,
iii. culture of patient population (rurality, SDOH, etc)
iv. Conduct ongoing assessment of pt comfort with technology during
treatment
v. Handling emergencies via telepsychiatryb. Recent Trends in Telepsychiatry
i. COVID-19 Implications
ii. Telephonic vs Video appts
Conclusion
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Appendix C: Rating Form
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Appendix D: Pretest and Post-test Questions
1. Overall, I feel a sense of connection to military and its members.
Strongly
Disagree
Undecided
Agree
disagree
(1)
(2)
(3)
(4)

Strongly agree
(5)

2. I am aware of commonly found behavioral health issues in the military.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
3. I routinely screen patients for veteran status/military service,
Strongly
Disagree
Undecided
Agree
disagree
(1)
(2)
(3)
(4)
4. I understand military rank and organizational structure.
Strongly
Disagree
Undecided
Agree
disagree
(1)
(2)
(3)
(4)

Strongly agree
(5)

Strongly agree
(5)

5. I understand the disparities that exist between rural and urban veterans.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
6. I feel confident in my ability to show veterans that I understand their culture.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
7. I feel confident in the care I currently provide to veterans.
Strongly
Disagree
Undecided
Agree
disagree
(1)
(2)
(3)
(4)

Strongly agree
(5)
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8. I am aware of available resources to assist veterans with mental health difficulties.
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
9. Telepsychiatry is an acceptable modality for veterans in rural settings,
Strongly
Disagree
Undecided
Agree
Strongly agree
disagree
(1)
(2)
(3)
(4)
(5)
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